The future of health care for the elderly
There has been mounting concern about the Government's proposed changes for the Health Service both with general practice contracts and the White Paper 'Working for Patients'. As no details have been included about the elderly we have therefore considered the implications for this group of patients within general practice and the hospital geriatric service.
It is suggested that general practices of more than 11 000 patients can hold their own budget, while the budgets of smaller practices are held by the District Health Authority. There is no extra money in the Government's proposals and the budgets will be cash limited. Whenconfronted with a request for an elderly person to be on their list a general practitioner (GP) will inevitably consider the potential cost. The elderly may therefore have difficulty registering and if rejected by nearby GPs this could restrict access to medical care.
However, in general, GPs will be trying to attract an increasing number of patients as more of their income will be related to capitation. As a consequence less time is likely to be available for any individual patient. The financial incentive to meet targets for specific items such as immunization and cervical smears will also impinge on a GP's time. This is of considerable concern since insufficient time for elderly patients will result in a deterioration in the quality of care as well as inefficient use of resources. A further time consuming task is the suggestion that GPs should visit all patients over 75 years of age in their own home once a year. Such a screening procedure is misguided and targeting high risk groups would be more appropriate', The financial benefit to a GP of screening may be offset, at least in the short term, by cost implications when previously unknown conditions are revealed.
Additional administrative duties will also erode the GP's time, especially in budget holding practices. When patients are referred to hospital much valuable time will be dissipated investigating which hospital 7 Webb TP, Bundey SE, Thake AI, Todd J. offers the 'best' buy. The complexities of this decision include cost, waiting lists, length of stay, complication and readmission rates, ease of follow up and patient satisfaction. This theoretically provides patients with a choice, a concept which would seem to be somewhat of a delusion. An internal market such as this is surely a nonsense for the elderly. Few patients will want to travel long distances for hospital treatment, especially with the prospect that relatives and friends may not be able to visit. Should an operation be undertaken many miles from a patient's home the responsibility for full postoperative rehabilitation could cause difficulties as hospitals will be keen to discharge patients rapidly, perhaps too rapidly. The process of discharging patients from distant hospitals will be a further problem, as emphasized by a recently published document-in which the Government recognized the complexities of discharging elderly patients and stressed the importance of liaison between hospitals and community nursing, social and medical services; a further consideration here is that sensible planning of hospital and community services for the elderly will be barely possible in the absence of geographically defined local catchment areas. Lastly, after discharge from a distant hospital extensive travelling could be necessary should patients develop complications at this stage. The majority of GPs will have budgets held by the District Health Authority and patients will therefore be referred to whichever hospital the DHA has made a contract. It will be only with considerable difficulty that a patient could be referred elsewhere. Such contracts will thus create severe restrictions on choice and patients will 'follow the money' rather than vice versa.
The introduction of budgets is likely to have a profound effect on GP management. There will be a strong temptation to limit costs by reducing investigations and hospital referrals. The elderly are prime targets for such neglect. Further, the Government's policy of promoting private nursing homes will encourage this approach since any neglect that leads to patients needing continuous nursing care can be resolved by transferring the patient to a private nursing home without having a specialist assessment. 0141-0768/90/ 010002-02/$02.00/0 © 1990 The Royal
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It is not difficult to imagine a cash-limited GP calculating the costs when confronted with a physically impaired and dementing patient whose ability to cope satisfactorily and contentedly at home depends on the help oftwice daily district nurse visits, Day Hospital attendance, medication and other support systems. It would be financially expedient to 'suggest' to the patient that a more satisfactory place to live would be in a private nursing home; this would then be at the Government's expense rather than to the detriment of the GP's budget. Questions such as whether to treat elderly patients suffering for example from pneumonia will have additional financial implications. The public will become aware that cost is a consideration in these decisions and this will undermine the essential trust patients and their relatives have in doctors.
In the hospital service the outlook for elderly patients is equally bleak. A Self Governing Hospital (SGH) is to be run by a Trust whose principal aim will be to ensure the hospital remains financially viable. It will not be accountable to its own district population. Even if the District Health Authority were to define Geriatric Medicine as a core service, the nearest SGH may not necessarily take on that area of care. It will depend on whether the price is right. An SGH will negotiate contracts with Health Authorities, GPs, other SGHs and the private sector. Competition will be vigorous and to meet its principal aim, the SGH must accept the most profitable contracts. It would be financially advantageous for an SGH to gain a reputation for high turnover, high technology work rather than slower stream care. The ruthless world of finance will rule, with patients being rushed through the system as rapidly as possible. Elderly medical care is time consuming, labour intensive and non-money generating, and the sad fact is that the under-funding of the Health Service is unlikely to allow competitive pricings for core specialties.
The most profitable contracts are likely to be with the private sector. Hospital beds would then be used for private patients at the expense of the non-private, thus creating a shortage of beds for non-profitable groups such as elderly care, as well as establishing a two (or more) tier system within the Health Service.
Capital charges will encourage hospitals to sell land and the loss of buildings will exacerbate bed shortages. Though SGHs will be free to borrow money for rebuilding on remaining land, the interest could be so prohibitive that the hospital would become uncompetitive.
The private sector and SGHs will not be respectors of district boundaries and catchment areas. At present geriatric departments plan and care for the elderly of their own district. Many elderly non-district patients will be admitted to SGHs, particularly for surgical procedures, and the question will arise as to where these patients should be rehabilitated. Geriatric departments could be instructed to take over such patients, as well as any other 'bed blockers' from money generating areas. Such an enforced admission policy coupled to the inability to expand bed numbers means that acute medical admissions to geriatric departments would be severely restricted. The role of the department would devolve into one primarily of rehabilitation. It may then be considered, especially in inner cities, more cost effective to provide such facilities off the main hospital site; this would reverse Journal of the Royal Society of Medicine Volume 83 January 1990 3 the substantial progress made over the last two decades in which elderly care beds have been increasingly incorporated into District General Hospitals.
The standard of rehabilitation is also likely to deteriorate due to the pressures not only for rapid turnover but also for financial viability, the latter possibly resulting in the multidisciplinary team being trimmed to bare essentials. The contribution of, for example, social workers, dietitians and speech therapists is difficult to quantify and such expertise may be neglected by an SGH in the interest of profit.
Outpatient care will become a minefield of bureaucracy, especially with elderly patients whose multiple pathology frequently leads to unexpected and additional diagnoses, all with cost implications. Day Hospital care may also be threatened as GPs look to reducing costs.
Involvement in long stay care by Geriatricians has already been curtailed by the development of private nursing homes. The emphasis in the White Paper is on cost effectiveness, but the Government appears to be blind to the cost ineffectiveness of private nursing homes. These are now costing the tax payer approximately £1000 million per year, yet any elderly patient can be admitted without the agreement of or an examination by their GP, let alone an assessment by a hospital team specially trained in elderly care. Elderly people can thus be admitted, at the tax payers' expense, even though such care is not necessary and, indeed, managers of private nursing homes prefer having lesser dependent patients as this allows greater profit for the home. This form of care is particularly demoralizing for inner city elderly patients as development costs usually precludes there being sufficient (or any) homes in the area, so patients needing continuing care are often uprooted to end their lives living many miles from their familiar surroundings.
The Government's plans will thus change the face of geriatric medicine, possibly to the point of extinction. Planning services for the local population will be compromised, catchment areas will be meaningless, the quality of patient discharge will deteriorate, acute admissions to the geriatric department will be reduced, multidisciplinary teams will be cut in the name of profit and continuing care will be handed increasingly to the private sector. Needless to say, junior staff training will suffer to such a degree that geriatric medicine could become an unrecruitable specialty. Some of these changes may be less severe if an SGH 'makes good', but then this will only be at the expense of others, for in all competitions there must be losers, especially when, again, there is no extra money in the White Paper. We believe an inevitable consequence of the Government's proposed changes will be a dramatic decrease in the standard of care for elderly people.
